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Inside and Out
An Epicardial Lead Gone Astray

A

58-year-old man presented with dyspnea 3 months after undergoing mitral valve repair. An echocardiogram revealed an intact mitral annuloplasty
ring, severe mitral regurgitation, and an unexpected thin linear echodensity
in the right ventricular outflow tract (RVOT) (Fig. 1). The patient reported having no
permanent pacemaker or defibrillator. A chest radiograph and nongated chest computed tomogram (CT) partially revealed the abnormality but did not further define
the echocardiographic finding. Cardiac CT with contrast medium and electrocardiographic (ECG) gating was then performed. The results confirmed that a thin linear
metallic structure overlay the right ventricle (RV), coursing from its entry into the RV
through the RVOT and below the pulmonary valve (Figs. 2 and 3). The finding was
a temporary epicardial pacing wire—which, after having been cut and retained after
surgery, had migrated through the RV wall and into the RVOT. The patient was referred for surgical repair of the mitral valve and extraction of the wire.
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Epicardial Lead Sequela

Temporary epicardial pacing wires are routinely placed in patients during cardiac surgery.1 Although the wires are usually removed, they may fracture and remain within the mediastinum. Postoperative complications from epicardial wires have been
reported.2-4 However, to our knowledge, this is the 1st case to be documented and
confirmed by use of cardiac CT with contrast and ECG gating. The difficulty of diagnosis was multifactorial: not only was the foreign body small and mobile, but it was
intra- and extracardiac. Diagnosis required imaging with high spatial and temporal
resolution and a wide field of view. Chest radiography and noncontrast, nongated
chest CT were relatively nondiagnostic due to their limited visual exposure of the RV,
and the chest CT provided rather poor temporal resolution and lacked ECG gating
by which to track the foreign body’s motion. Echocardiography provided excellent
spatial resolution of the endocardium but yielded only a limited view of extracardiac
structures. In comparison, ECG-gated, contrast-enhanced cardiac CT afforded excellent spatial and temporal resolution and a wide view that included the RV epicardial and endocardial wall. This unusual sequela of cardiac surgery required specialized
imaging with ECG-gated, contrast-enhanced cardiac CT for definitive diagnosis.

Fig. 1 Two-dimensional
transthoracic echocardiogram (parasternal short-axis
view) at the level of the aortic
valve (AV) shows a thin linear
echodensity (arrow) traversing
the right ventricular outflow
tract (RVOT).
PA = pulmonary artery
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Fig. 2 Cardiac computed tomography (oblique coronal view)
shows an epicardial wire (large arrow) entering the right ventricle
(RV) at the level of the RV outflow tract (RVOT) and coursing beneath the pulmonary valve (PV).
Real-time motion image is available at www.texasheart.org/
journal.

Fig. 3 Cardiac computed tomography (oblique sagittal view)
shows the extracardiac and intracardiac portions of the epicardial
wire and its point of entry (arrow) through the right ventricle (RV).
PA = pulmonary artery; RVOT = right ventricular outflow tract
Real-time motion image is available at www.texasheart.org/
journal.
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